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My concurrence rests on three basic considerations. 1. I 
believe that behavioral scientists other than physicians can make 
significant contributions to psychiatry itself that the inescapable 
limitations of the medically trained psychiatrist prevent his 
making. 2. The community’s need for the services of those who 
are thoroughly trained in psychodiagnostics, in preventive 
psychiatry, and in psychotherapy can never be fully met from 
the ranks of the medical profession alone. This has been proved 
so often that it is unnecessary to present statistical evidence here. 
3. The inevitable consequence, however, is worth stressing, 
namely, that representatives of other disciplines will auto- 
matically fill the gap as best they can. Under such circumstances 
a law that made it illegal for nonmedical scientists, no matter 
_how fully trained, to practice psychodiagnosis and psychotherapy 
would have an effect identical with that of the Prohibition Act: 
It would increase the prevalence of inferior, “bootleg” practice. 
All such proposals as the bill recently offered by Congressman 
Greenberg of New York would merely accelerate the develop- 
ment of “wilder” pseudopsychodiagnosticians and “wilder” 
pseudopsychotherapists. The official position of the American 
Psychiatric Association, insofar as it has any effect, will have 
a similar result, and the official stand of the American 
Psychoanalytic Association against the training of nonphysicians 
as psychoanalytic therapists will likewise merely increase the 
supply of “wild” analysts. 

Exclusion is not the answer. Then what is? 

Ail will agree that the ultimate solution to the problem of the 
neuroses is prevention. Today, however, and for a long time to 
come, the main preventive technique is early therapy; early in 
infancy, childhood, and adolescence, and again early in the 
critical turning years into old age. The fantastically rapid in- 
crease in the percentage of the total population that is aged under 
17 and over 60 means that, if early treatment is to be provided, 
there must be a proportionate increase in the numbers of those 
equipped to give it. The problem is (1) where they are to come 
from; (2) how and by whom they should be trained; and (3) 
under what conditions they should practice. I cannot discuss 
these three issues fully, but my essential argument is that, instead 
of trying to exclude everybody else, the medical profession 
should play a major role in providing training. To be more 
specific, medica] psychiatry and the medical schools and teaching 
hospitals should cooperate with other behavioral sciences in the 
development of a new profession, one that would stand midway 
between the clinical psychologists and the medically trained 
psychiatrists of today. To develop this new profession will require 
state and federal subsidies for. existing clinical facilities and 
teaching personnel in order to free a larger share of everyone’s 
time for training purposes. It will require the development of 
a new curriculum that will condense the training period from 
the 12 to 14 post-college years that the training of a medical 
psychiatrist now requires to 7 to 8 years after college. 

This curriculum would be designed to produce mature be- 
havioral scientists who would be fully trained in basic scientific 
methedology and who would be laymen only in the sense that 
they would not have full medical training. It would be adminis- 
tered jointly by medical schools and appropriate university de- 
partments, and it would be started in general hospitals, where 
every student would have contact with patients who are phys- 
ically as well as mentally ill. Like the degree in basic medical 
sciences now offered at Harvard Medical School, the foundations 
of the curriculum would include all relevant elements from the 
present medical curriculum. To this would be added all essential 
components from the curriculums of clinical psychology and of 
dynamic psychiatry. In 1948 I outlined such a curriculum briefly 
in the Journal of Medical Education. Then, as now, my hope was 
that some medical school, acting jointly with university depart- 
ments, would conduct a pilot test of the plan by training a 
selected group of students in this way. For the first 15 years, 
however, the programs should be concentrated exclusively on 
training teachers. It takes at least 15 years of training plus 
clinical experience to develop competent teachers in this field, 
and without an adequate body of mature teachers it will be 
impossible to develop this new profession to meet the needs of 
the community. Therefore, this is a program that would start 
to yield practical results only in about 25 years. There is one 
other consideration to keep in mind. For various reasons no 
psychologist can be a practicing diagnostician and therapist and 
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at the same time continue to carry on his previous professional 
duties. Therefore, once he is trained for his new tasks, his new 
social role and his new competence should be made easily recog- 
nizable in the community by the granting of a new degree: a 
doctorate of medical psychology. Thereafter his status should be 
legalized and clarified by instituting a system of limited licensure 
for the practice of psychodiagnosis and psychotherapy under 
specifications that would spell out in detail the relationship to 
medical practitioners that would be required under the law. 

It is my hope that out of the current controversy some new 
experiment of this kind will evolve. Otherwise the controversy 
will remain a battle between the pot and kettle, deserving nothing 
from the public but impatience and scorn. In the meantime, I 
must repeat my warning that headlong legislation will have only 
catastrophic results and that legislation excluding all clinical 
psychologists (good, bad, and indifferent) from psychodiagnosis 
and psychotherapy, and efforts of scientific bodies to block all 
plans to train them adequately, will only produce a crop of 
“bootleg” clinical psychologists and “wild” psychoanalysts who 
will be vastly inferior to the lay psychoanalysts seen at present, 
many of whom have the highest degree of training and com- 
petence. 

LAWRENCE S. KusiE, M.D. 
7% E. 81st St. 
New York 28. 


“DOCTOR-DRAFT” ACT 


To the Editor:—I would like to correct and amplify the brief 
item, reporting the outcome of my case testing the “Doctor- 
Draft” act, that appeared in THE JouRNAL on Nov. 6, 1954, 
advertising page 14. Whether the “Doctor-Draft” act ts con- 
stitutional was the sole question raised by my suit, and constitu- 
tionality was therefore not merely “among other points,” as 
erroneously stated in THE JOURNAL. I contended in my brief that 
the “Doctor-Draft” act violates the provision of the Constitution 
that restricts the power “to raise armies” to those laws ‘which 
shall be necessary and proper”; violates the constitutional pro- 
hibition against ex post facto laws; violates the amendment 
providing for the equal protection of the laws; violates the 
amendment prohibiting deprivation of life, liberty, or property 
without due process; and violates the amendment forbidding 
involuntary servitude except as punishment for crime. 

The Army, in its answering brief, did not contest or dispute 
the truth of any of the following points offered in my brief as 
evidence that the doctor draft is unreasonable and unnecessary 
discrimination against doctors: 1. The act is designed not really 
to draft doctors but to coerce them into entering the service as 
“volunteer” commissioned officers. 2. These doctors are not 
needed to care for military personnel, because, according to the 
testimony of Surgeon General Armstrong before the Armed 
Services Committee, more than 50% of the time of doctors in 
military service is spent in caring for civilians. 3. The law is 
not necessary to create a pool of doctors for future emergencies, 
because there remains a fund of 15,000 doctors who are com- 
missioned officers in the reserves not yet recalled to active duty. 
4, The law, which deprives doctors of their physical freedom, 
cannot be justified on grounds of necessity while Congress has 
not made use of less restrictive alternatives (used during World 
War H) such as providing for the contract hiring of civilian 
doctors. 

The Army neither disagreed with these statements nor pre- 
sented any of the arguments that might have been expected. For 
example, the Army made no attempt to justify the doctor draft 
on grounds of urgent necessity. There was no attempt in the- 
court of appeals to establish a special and additional responsi- 
bility for military service on the part of physicians or to justify 
my conscription on grounds of my previous military service in 
the V-12 program. The Army did not try to claim that the extra 
service required of doctors was compensated for by the offer 
of commissions and bonuses. The Army’s case in defense of 
the doctor draft was limited to the contention that the constitu- 
tional war powers are plenary and that Congress has unlimited 
power to conscript on its own terms without review by the courts. 
This view was upheld by the fifth circuit court. of appeals in 
the following language: “. . . whether the legislation is wise 
or unwise, fair or unfair, necessary or unnecessary, is for legis- 
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lative, not judicial determination. . . . Congress has the power 
to raise and support armies. . It is not for the judiciary to 
review . . . how the forces shall be raised, nor of what elements 
they shall be composed. . . . It is for Congress to say when, 
who, to what extent, and how they shall be selected.” 


The Supreme Court, by refusing to review my case, has 
permitted this opinion to stand. Thus, in the first test case of 
the first discriminatory draft ever enacted in the United States, 
such discriminatory conscription of a minority without proof of 
necessity and, concededly, largely for the benefit of civilians 
has been found constitutional. I think it will be clear to my 
thoughtful colleagues that the doctor draft was a giant step 
toward the regimentation and militarization of this country and 
that the sweeping and unqualified judicial opinion making dis- 
criminatory conscription immune from judicial review has 
gravely jeopardized the constitutional freedom and equality of 
all minorities. We doctors have merely been the first victims. 


Prc. WILLIAM R. BERTELSEN, M.D. 
Neponset, Ill. 


“DEAD” HEARING AID BATTERIES 


To the Editor:—I was very much interested in Dr. Hewitt’s letter 
published in THE JourNaL of Nov. 6, 1954, page 1010. Having 
treated an eye injury incurred as a result of a circumstance 
similar to that described by Dr. Hewitt, I had often wondered 
whether other physicians had encountered such cases, but had 
seen no such reports. My patient was seen on Oct. 5, 1953. The 
history obtained from his family was that while he was watching 
a bonfire something exploded and hit him directly in the right 
eye. Examination revealed a foreign body buried deep within 
the contents of the eyeball. On removing this object I first 
thought it was a shell of a .45 caliber bullet, but closer examina- 
tion and discussion with the family disclosed that this was the 
brass casing of a hearing aid battery. It was obvious that the eye 
was completely destroyed, and on Oct. 6 the eye was removed 
and a glass ball inserted within the socket to make a suitable 
base for an artificial eye. The patient was discharged on Oct. 10 
in good condition. 

GEorRGE B. RipouT, M.D. 

Gundersen Clinic 

La Crosse, Wis. 


RESERPINE 

To the Editor:—I am writing to you concerning an unusual in- 
cident in which a 20-month-old boy ingested 260 mg. of res2rpine 
(Serpasil). It may be considered unusual because of the few side- 
effects observed over a two week period of time. 

On Nov. 25, 1953, at about 7:00 p. m., the boy, without knowl- 
edge of his parents, ingested 260 mg. of reserpine. Shortly 
thereafter he was put to bed. At 11:00 p. m. he awoke crying 
and quite lethargic. He was visibly flushed, and temperature 
was 101.4 F, with slowed respiration and rapid pulse rate. It was 
at this time that his parents discovered that he had taken the 
reserpine, and because of the time that had elapsed his stomach 
was not pumped. He was given 2 teaspoons (8 to 10 ml.) of 
magnesia magma at this time. At 1:00 a. m. diarrhea developed, 
and he had four loose stools between 1:00 a. m. and 7:00 a. m. 
During this time and through the next two days much of his 
time was spent sleeping; he remained drowsy and lethargic, eat- 
ing little, playing little, but showing no signs of gastric upset 
other than the four loose stools. It is interesting to note that at 
any time the child could be awakened for food and water. Coffee 
was also administered during this period. 


On Nov. 26, 1953, at 4:00 p. m., physical examination was 
repeated and showed a slowly moving, sleepy child with flushed 
facies, lagging eyelids, and normal temperature. Reflexes were 
slowed. There was moderate congestion of nasal mucosa, with 
enlarged tonsils. The pulse rate was 100 beats per minute, and 
respirations were 18 per minute. Heart sounds were of good 
quality, and the tachycardia of the previous day had disappeared. 
No other physical findings were significant. Laboratory examina- 
tions showed yellow urine with few strings of mucus, specific 
gravity 1.012, and no albumin, sugar, or cells present. The hemo- 
globin level was 70% of normal; there were 4,600,000 red blood 
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cells and 12,800 white blood cells per cubic millimeter, with 
20% polymorphonuclears, 77% lymphocytes (a few were 
atypical), and 3% plasma cells. By Nov. 27, 1953, he was return- 
ing to his normal self, with no general abnormality. On Dec. 11, 
1953, two weeks later, urine and blood cell count were essentially 
nermal. The hemoglobin level was 66% of normal, and there 
were 4,200,000 red blood cells and 8,400 white blood cells per 
cubic millimeter, with 25% polymorphonuclears, 68% lympho- 
cytes, 1% eosinophils, 2% monocytes, and 1% plasma cells. 

This certainly demonstrates the wide range of safety of reser- 
pine, inadvertent though it was. Yet the therapeutic dose, even 
for an adult, is between 0.1 mg. and 0.25 mg. twice daily. 


B. ARTHUR HUBBARD Jr., M.D. 
3240 Cottage Toll Rd. 
Norfolk 9, Va. 


MASTER TWO-STEP TEST 


To the Editor:—In the Nov. 27, 1954, issue of THE JouRNAL, 
page 1274, is a short letter by Dr. A. N. Gorelik of the Bronx, 
N. Y., in which he writes, “I wish to state that I have seen 
several patients who had negative double Master tests and who 
within a few hours had all the signs of acute coronary occlusion.” 


At first I did not give this item much thought, and I considered 
an answer unnecessary. However, many physicians have spoken 
to me about the letter and have urged me to reply. Apparently, 
one impression they had gained from Dr. Gorelik’s letter was 
that the two-step test is dangerous and may produce a 
“coronary accident.” Such statements have occasionally been 
made by others, but, in my experience and that of my associates, 
they have no validity. In thousands of tests we have not en- 
countered any serious complication. Therefore, I was determined 
to obtain all the facts from Dr. Gorelik. To date (Dec. 14, 1954), 
he could give me data on only one patient, whom he had referred 
to a cardiologist for a two-step exercise test. From the latter 
physician I learned that the patient was having pain at the time 
of the test, and this cardiologist now believes the patient was 
already in the premonitory phase of the occlusion. Therefore, 
the test should not have been performed and the occlusion would 
have occurred in any case. 


The second implication of Dr. Gorelik’s letter is that the 
double two-step test may fail to indicate the presence of 
coronary disease. Actually, we were among the first to state that 
this was so in about 5% of cases. In other words, it shows ab- 
normality in about 95% of patients with coronary disease. When 
one considers that many patients are asymptomatic up to the 
moment coronary occlusion develops and that many others make 
a complete functional recovery within several months after an 
occlusion, one begins to realize how complex and unpredictable 
is the problem of atherosclerosis of the coronary arteries and 
that a 95% “batting average” for a test in medicine, taken by 
itself without clinical correlation, is really very good. Inciden- 
tally, it was not a double two-step test that was performed on 
Dr. Gorelik’s patient, but a single two-step. It is only when a 
double two-step shows no abnormality that causes other than 
coronary disease should be considered. In conclusion, the facts 
provide no scientific basis for the statement in Dr. Gorelik’s 
letter. 

ARTHUR M. Master, M.D. 
125 E. 72nd St. 
New York 21. 


SOCIAL SECURITY 


To the Editor:—I wish to reply to Mrs. Florence Chieffo, whose 
letter appeared in THE JouRNAL of Sept. 11, 1954, page 194. 
Mrs. Chieffo’s letter is well written and full of adjectives of 
literary character. But I do not think she really means it. It 
seems to me she was carried by the words beyond her real 
intentions. She is probably speaking for herself. It is her privi- 
lege to speak for herself, but not to insult good things and good 
people and those who try to do good for others. Maybe Mrs. 
Chieffo is rich, or at least comfortable. But most physicians are 
not, and some, or most, might be glad to get some aid one day 
when, after an inventory of their life, they find that they have 
not been financially successful. 
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